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TRANSMITTAL AND NOTICE OF APPROVAL OF (1 8 00 22 __ MA 
~ 

STATE PLAN MATERIAL 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 
' IR:  HEALTH CARE FINANCING ADMINISTRATION SECURITY ACT (MEDICAID) .,, i , x I x 

__ . 

REGIONAL ADMINISTRATOR 4. PROPOSEDEFFECTIVE DATE 
HEALTH CARE FINANCINGADMINISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

. J a n u a r y  I , 1998 

TYPE OF PLAN MATERIAL (Check One): 

1 NEW PLAN u AMENDMENT PLAN k1 AMENDMENTSTATE TO BE CONSIDERED AS NEW 
.- ______.~ .___-.______._. ~ -.~ ._.__ 

-__~- .~ 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate TRANSMITTALfor EACH AMENDMENT 
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FEDERAL STATUTE/REGULATION CITATION: F E D E R A L  BUDGET IMPACT: 
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OMB No 0938-0673 


STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

VARIATIONS FROM THE BASIC PERSONAL NEEDS ALLOWANCE 

S S I  r e c i p i e n t s  a r e  a l l o w e d  b a s i c  personal n e e d s  a l l o w a n c e  o f  $65 .00 .  


